Objective: The aim of this study is to monitor and analyze the influence of chosen family indicators related to alcohol consumption and experience of drunkenness in a representative sample of Czech children.
INTRODUCTION
Alcohol is one of the most common risk factors for both morbidity and mortality worldwide. According to the World Health Organization (WHO) Report on Alcohol and Health, alcohol is responsible for 4% of the total annual mortality rate worldwide, the deaths are mostly due to accidents, cancer, cardiovascular disease, and liver disease (1) . Alcohol increasingly negatively affects health of adolescents and young adults aged 15 to 29 years. In this age group it is causing 9% of deaths (1, 2) .
Unfortunately, the Czech Republic is one of the countries with the highest consumption of alcohol in general and ranking first in beer consumption per capita. According to the CAGE screening scale, hazardous alcohol consumption concerns 17% of the population (which, converted to the adult population of the Czech Republic, represents 1.2 million people), harmful or problematic drinking concerns 8.2% of the population, i.e. 600,000 people (3).
Binge drinking, i.e. drinking five or more glasses of alcohol on one occasion, sometimes or often is reported by more than half of the adult population -over 60% of men and 40% women (4) . Excessive alcohol consumption is a huge burden not only for individuals, but also for the whole society (2) .
Risk behaviour of adults serves as a model for forming attitudes and behaviour of young people. Tolerance of adults towards alcohol causes teenagers' early acceptance of drinking as a common and normal part of social contacts and as an integral part of the celebrations and entertainments (2, 5, 6) . At the same time, alcohol in children and adolescents, besides other effects, affects negatively brain development, which influences the cognitive, emotional and social development of children (7) . Drinking alcohol often occurs in the context of other risk behaviours such as smoking, drug use, risky sexual behaviour, truancy, bullying, negative attitude towards school, and aggressiveness, while in general the early onset strongly predicts later problems (8) (9) (10) .
In human life, family plays an important role, which may become the birthplace of a variety of developmental problems, including high-risk behaviour or, conversely, become a strong protective factor. Presence of both parents is ideal for child development. However, the quality of parenting rather than formal structure of a family in relation to the healthy development of children has been emphasized (11) , where particularly marital conflict has a negative impact on the prosperity of children, their health and life satisfaction, both in marriage and after divorce (12) .
For formation of a healthy lifestyle, completeness of the family, the level and quality of communication between children and parents, spending time together and respecting daily rituals, education and occupation of parents, their patterns of behaviour and parenting style are significant (13) (14) (15) (16) (17) (18) (19) (20) . In prevention of risk behaviour, checking teenagers by parents is recommended especially the establishment of clear rules and their compliance, consistency in upbringing, monitoring of adolescents, sanctions and rewards in relation to the behaviour of adolescents. Higher score of family management during adolescence reduces the incidence of problems in adulthood (8, 21) . Although young people are becoming independent and family-orientation decreases in adolescence, the importance of parents as "referees" for the teenagers, however, remains (8, 22) .
The aim of our work is to monitor and analyze the influence of chosen family indicators on alcohol consumption and experience of drunkenness in a representative sample of Czech children.
MATERIALS AND METHODS
Data for our work were obtained from the Health Behaviour in School Aged Children (HBSC) study -a World Health Organization (WHO) cross national study. This is a major international study that deals with monitoring the health and lifestyle of the maturing population of school children and, in a broad social context, tries to understand relationships that affect young people's health. Its methodology is based on WHO recommendations. The study has been ongoing in four-year intervals since 1983/1984, the Czech Republic has been participating since 1994 (15) .
In our study, we used data from a representative sample of Czech children aged 11, 13 and 15 years. The sample consisted of 4,293 children; 2,066 boys (48.1%) and 2,227 girls (51.9%); 31.9% of children were aged 11 (n = 1,371), 33% of children were aged 13 (n = 1,417) and 34.6% were aged 15 (n = 1,485). Twenty children (0.5%) in total did not indicate their age but for further analysis these children were not excluded from the sample. From the original sample of HBSC study (4,425 children), the following groups of children were excluded from our analysis: children who, in the question relating to alcohol consumption, indicated never, rarely or every month only for one type of stated alcoholic beverages and failed to provide any response for other types of beverages (58 children); children living in children's homes (10 children), children who answered ambiguously the question about the main home (4 children); and children who did not understand the question concerning communication with their parents (60 children).
Data collection was conducted in accordance with the criteria set by the International Coordination Council of the project. It was implemented in June 2010 in 88 randomly selected primary and high schools after obtaining the consent of the school directors. Students filled in questionnaires during one lesson in the presence of trained persons capable to provide the children with any additional explanation. Parents of the children were informed about the research in advance in writing. The condition for the inclusion of pupils into the study was the absence of negative statement of the parents. None of the surveyed pupils refused to participate in the research (23) .
The questionnaire included 75 items and covered several thematically distinct domains: basic socio-demographic data, eating habits, physical activity, leisure activities, addictive behaviour, family, psychosocial adaptation, psychosomatic problems, perception of health, life satisfaction, accidents, school, and socioeconomic situation. In our work, we focused on the analysis of alcohol consumption and children's experience of drunkenness in relation to the formal structure of the family, the amount of time spent together with family and the quality of communication with parents.
We defined the formal structure of the family from the part in which children responded to the question with whom they live at their so-called main home. There were seven responses of choice (biological mother, biological father, stepmother, stepfather, grandmother, grandfather, children's home) and one more option for adding their own answer in case when none of the seven offered options fitted.
For the analysis, we divided the family, in terms of its formal structure, into four categories:
• In category A were children who reported that they live with both biological parents; • In category B were children who reported that they live with one biological and one step-parent; • In category C were children who reported that they live with only one biological parent; • In category D were children who reported that they do not live with their parents.
We assessed the amount of time spent together on the basis of responses to the question which identified various ways in which the family spends their leisure time. For the analysis, two items were selected which we believe a family should do every day or almost every day: "We are together when eating; we sit together and talk about different things." Children could respond using a five-point scale with the following options: every day, almost every day, once a week, less often, and never. According to the amount of time spent together, we divided the children into two groups. If children stated that they do spend time with their family every day or almost every day, and the average of their answers ranged from 1 to 2.4, we included them in the group in which members of the family spend a lot of time together. When the mean of answers reached values of 2.5 and more, we included the children in the group of families who spend little time together.
We assessed the quality of communication with parents on the basis of the question: "How easy is it for you to talk with your mother/father about the things that are really bothering you?" The children could respond in case of each parent using a five-point scale: very easy, easy, difficult, very difficult, I do not have such person. If the children replied that it was very easy or easy to talk to both parents, they were included in the category very good communication. If they answered that it was very easy or easy to talk to at least one parent, they were included in the category good communication. If they answered that they find talking to parents difficult or very difficult, they were included in the category poor communication. Children could give an answer -I do not have such person. A total of 22 children stated that they have neither mother nor father.
Alcohol consumption was assessed using the question: "How often have you currently been drinking alcoholic beverages such as beer, wine or spirits? (Include in your reply also the cases or situations when you drink even only very small amounts of these drinks)." Response options were: daily, every week, each month, rarely (less than once a month), never.
Children were divided into 3 categories: • In category A I were children who did not drink alcohol at all or stated that they drink infrequently (less than once a month); • In category A II were children who stated that they drink alcohol every month; • In category A III were children who stated that they drink alcohol every day or every week. Another important factor was the children's experience of drunkenness. Repeated alcohol consumption leading to drunkenness among adolescents refers to the acquisition of practices of dangerous binge drinking. The assessment of drunkenness was based on answers to the question: "Have you ever drunk such a quantity of alcohol that you were really drunk?" Children chose from the following answers: no, never; yes, once; yes, 2-3 times; yes, 4-10 times; yes, more than 10 times. Experience with drunkenness was divided into three categories: category 1 -children replied that they were never drunk; category 2 -yes, once; category 3 -children reported repeated experience with intoxication (drunkenness has occurred at least twice).
First, we analyzed alcohol consumption and drunkenness for the entire sample of children, and then in terms of age and gender. We carried out the further analysis of the formal family structure, the amount of time spent together and quality of communication with parents only in 15-year old children, as the experience of these children in relation to risk behaviour is much more common than in children of eleven and thirteen years of age.
Statistical data analysis was performed in the program NCSS 9, methods of descriptive statistics and χ² test of independence in the contingency tables were used. To assess the influence of the family on the monitored indicators, logistic regression analysis was used, and OR (odds ratio) was calculated with 95% confidence interval (95% CI).
RESULTS
Regular alcohol consumption (at least weekly) was reported by 7.4% of children aged eleven, 19.3% of children aged thirteen and 38.4% of children aged fifteen. Differences between age groups were statistically significant at p < 0.001. The risk of regular consumption of alcohol is 11 times greater in children aged 15 years in comparison with children aged 11 years (OR = 11.42, 95% CI 9.05-14.42, p < 0.001). In terms of gender, significantly more boys than girls stated that they consumed alcohol at least once a week (OR = 1.50, 95% CI 1.29-1.74, p < 0.001).
Subsequently, we analyzed the children's experience of drunkenness. Almost 90% of children aged eleven, 67% of children aged thirteen and less than 40% of children aged fifteen said they do not have any experience with drunkenness. Drunkenness at least twice in their life was admitted by 3% of children aged eleven, 15% of children aged thirteen and 43% of children aged fifteen. Differences between age groups were statistically significant at p < 0.001. The risk of repeated drunkenness increases with age, in 15-year old children it was 26 times greater than in 11-year olds (OR = 25.92, 95% CI 18.5-36.3, p < 0.001), while 11-year olds are significantly more likely to have no experience with drunkenness (11/15 years OR = 14.11, 95% CI 11.53-17.27, p < 0.001). In terms of gender, no experience with drunkenness was reported by almost two thirds of both girls and boys. Significantly more boys than girls reported experience with drunkenness at least twice (OR = 1.29, 95% CI 1.11-1.49, p < 0.001). The results are shown in Table 1 .
Further analysis of the risk behaviour with respect to the family was carried out only in children aged 15. Frequent alcohol consumption (at least weekly) was reported by nearly 40% of children regardless of the time spent with family and category of the family (except for D category family). No statistically significant effect of family or the amount of time spent together on alcohol consumption was recorded. In terms of experience with drunkenness, no experience was indicated mostly by children living in complete families (41.5%), significant difference was observed A I -children who did not drink alcohol at all, or stated that they drink infrequently (less than once a month); A II -children who stated that they drink alcohol every month; A III -children who stated that they drink alcohol every day or every week.
Table 1. Alcohol consumption and drunkenness (%)
compared to families B and C (OR = 1.98, 95% CI 1.44-2.72, p < 0.001 and OR = 1.5, 95% CI 1.12-2.01, p < 0.01). Children from complete families had also significantly lower experience with frequent drunkenness than children from families B and C (p < 0.001). The amount of time spent together had no statistically significant effect on the experience of drunkenness. The results are shown in Table 2 . The influence of time spent together in individual families on alcohol and drunkenness is shown in Table 3 . On the basis of our results, we can conclude that there were no statistically significant differences between the amount of time spent together and alcohol consumption or drunkenness experience in children within each family category, where the data for D families is only informative due to small numbers of respondents. However, statistically significant differences were observed between particular families. Subsequently, we analyzed risk factors observed in the context of children's communication with parents. However, we did not include the results of D families into the analysis due to small number of respondents (25 children), which, after further division in terms of categories of alcohol consumption (experience with drunkenness) and type of communication in some subgroups, left only a few individuals, sometimes only one or none. The results would therefore be distorted.
The influence of communication quality on the experience of alcohol consumption and drunkenness in 15-year old children is shown in Table 4 . The differences in alcohol consumption in 15-year old children within different family categories do exist but statistically significant effect (p < 0.05) was observed only in communication within the families B (significantly more children with poor communication reported that they do not drink alcohol and significantly more children with very good communication reported hazardous alcohol drinking). The influence of communication on the experience of drunkenness within individual categories of families in our group was not proved. Nevertheless, statistically significant differences related to the quality of communication and formal structure of the family were observed between different categories of families (p < 0.001). Formal structure of family: A -children who reported that they live with both biological parents; B -children who reported that they live with one biological and one stepparent; C -children who reported that they live with only one biological parent; D -children who reported that they do not live with their parents. 
Formal structure of a family

Table 2. Alcohol consumption and drunkenness depending on formal structure of a family and the amount of time spent together (%)
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DISCUSSION
In our work, we focused on monitoring and analysis of alcohol consumption in a representative sample of Czech children aged 11, 13 and 15 years. In 15-year old children, the analysis of risk behaviour associated with selected family indicators was subsequently conducted. Alcohol consumption was significantly related to the age and gender of children. The proportion of children who reported regular alcohol consumption increased with age. The finding that in the category of 15-year old children nearly 40% of them reported regular alcohol consumption is rather serious. In terms of gender, regular alcohol consumption was reported more frequently by boys. Gender differences in terms of risk behaviour (to the detriment of boys) are also shown in the HBSC study results from other countries (13, 15) .
Comparison of regular alcohol consumption (at least weekly) within the countries participating in the HBSC study turns out unfavourable for the Czech Republic. Czech children in all three age categories exceeded in this area the average values achieved in the HBSC study and in terms of prevalence of regular alcohol consumption, they were ranked first in the category of 13 and 15 year olds, and 11 years old children then were ranked fourth among all monitored countries (15) .
Long-term results of the HBSC study in the Czech Republic show significant increase in prevalence of drinking in school-age children. Czech children are characterized by a low rate of abstinence observed consistently in all measurements. Most children already had experience with alcohol even in the lowest age group of 11 years, thereby Czech children differ from the vast majority of other countries (15, 23) . These findings indicate a high degree of liberalism of Czech society towards alcohol.
Spread of alcohol consumption among young people is also confirmed by the results of the ESPAD study from 2011. The vast majority (98%) of 16-year olds reported that they consume alcoholic beverages and about 60% of 16-year olds can be considered regular drinkers. Binge drinking of large doses of alcohol has also been spreading among young people. The fact that the risk of alcohol consumption and smoking in relation to health has been significantly underestimated by a large part of young people is alarming (2, 4) . Table 4 
. Alcohol consumption and drunkenness depending on the quality of communication with parents (%)
In addition, children and adolescents represent, in terms of risk behaviour, particularly vulnerable group often unable to consider the long-term impact of the risks of smoking and alcohol consumption. They are much more influenced by the patterns in their surroundings (8, 9) . In addition, hazardous alcohol consumption is often associated with other health damaging behaviours, such as smoking, drug use, risky sexual behaviour, and also with increased aggression, bullying, and truancy (6, 24) .
As presumed, the experience with drunkenness of children in our sample increased with age. Boys reported significantly more frequent experience with repeated drunkenness than girls. In comparison with other countries that participated in the HBSC study, with regard to repeated drunkenness, Czech children were again placed in all age categories above average, i.e. among the first ten (15) . Repeated alcohol consumption leading to drunkenness among adolescents may result in the practice of dangerous binge drinking.
Another analysis of risk behaviour associated with alcohol consumption was conducted in the group of 15-year olds. Risk behaviour increases with age, the breaking point in behaviour occurs most often between the ages of 13 and 15 (9, 15, 22) , i.e. in 11 and 13-year old children the risk behaviour is much less frequent than in children aged 15 years. We were interested in what is the influence of a family on the risk of alcohol consumption.
Based on our results, no statistically significant effect of formal family structure on alcohol consumption was proved. About 40% of children reported regular alcohol consumption in all categories of families. This conclusion contradicts the results of other studies. Researches generally agree that adolescents from single-parent and reconstituted families are at significantly greater risk of alcohol use than adolescents from intact families (8, 25, 26) . On the other hand, statistically significant effect of the formal family structure in relation to the experience of children with drunkenness was registered in our study. No experience with drunkenness was reported most frequently by children from intact families. Also, children from intact families the least frequently reported experience with repeated drunkenness.
The statistically significant influence of communication quality on the risk of alcohol consumption and drunkenness as well as the effect of the amount of time spent together with the family A, B, C -categories of families on children's alcohol consumption or drunkenness in the 15-year olds in different family categories were not demonstrated in our work.
This could be explained by the increasing importance and influence of peers in this age group. As young people grow older, the influence of parents as well as the degree of parental control decreases. The protective effect of parents (secure emotional bonds, parental control, monitoring, family cohesion, communication, management skills, and attitudes) on adolescent alcohol use may be modified by the peer influence (8, 11, 27, 28) . Especially having substance-using and deviant peers has been recognized as an important predictor of adolescent substance use (29, 30) .
Alcohol use among children is strongly affected by a number of additional factors, such as the child personality characteristics (i.e. disinhibition, novelty seeking, delinquency), genetic predispositions, sociocultural background, parenting style, school environment, the socioeconomic status and education of parents, and parental alcohol use (8, 9, 24, 30) . Children of this age group tend to experiment and try "forbidden fruit", socioeconomic inequalities in behavior also negatively affect health in adolescence (10, 31) . High tolerance of Czech society towards alcohol drinking may play an important role as well.
However, it should be pointed out that the results of our investigation are entirely dependent on children's subjective responses and cannot be objectively verified. Another limitation of our study is that for family influence analysis we evaluated only a few indicators and we did not chart family data comprehensively. We proceeded from the options given by the questionnaire; thus family factors such as parenting style, emotional bonds, parental control, monitoring, family cohesion, management skills and attitudes, attitudes to adolescent drinking as well as parental substance use, that are known to influence adolescent drinking and the onset of substance use, were not analyzed.
CONCLUSSIONS
Evaluation of health and risk behaviour of young generation in the broad social context is one of the important fields of research.
Based on current knowledge, it appears that in Czech society alcohol will remain a serious problem in the future. Prevention of alcohol related problems is underestimated in the Czech Republic. In the society, there is a widespread belief that the greatest threat of disintegration are illegal drugs, while alcohol problems are related to the failure of individuals. The result is significant damages caused by alcohol (2, 4) . Intervention at puberty onset should be directed to the prevention of alcohol consumption and then, at higher age, to the prevention of consumption of larger doses (14, 24) .
